. Thorax, 30,[146][147][148][149][150][151] In 1973 we circularized 83 thoracic surgeons concerning (1) the use of mediastinoscopy for patients with lung carcinoma assessed for surgery, (2) the significance of mediastinal node involvement, (3) the results of radiotherapy alone in patients rejected for surgery, and (4) the survival rate in patients with positive mediastinal nodes treated with surgery alone or together with radiotherapy. The replies to the questionnaire are summarized. The authors emphasize the usefulness of mediastinoscopy but state that care must be taken when deciding to withhold operation for a possible cure.
Various therapeutic policies have been adopted in the surgical treatment of carcinoma of the lung. Radical pneumonectomy with en bloc resection of the lung and mediastinal lymph nodes using an intrapericardial approach was advocated by Allison (1946) , Brock (1948) , and Caham, Watson, and Pool (1951) . Initially it was recommended as the best method for the treatment of lung carcinoma, based on the principles accepted at that time for cancer surgery. Today the routine use of radical pneumonectomy is not in fashion, as the results are no better than with other more conservative surgical procedures.
Nevertheless extensive surgery may increase the resectability rate in certain forms of advanced carcinoma of the lung, removing the neighbouring structures invaded by carcinoma. This policy attempts to cure a great number of cases and has been advocated by many surgeons (Abbey Smith, 1957; Chamberlain et al., 1959; Fegiz, Di Paola, and Tonelli, 1970; Sulzer et al., 1971; Naef, 1974) .
Opposed to this aggressive policy is that of selectivity suggested by Delarue and Starr (1967) , Paulson and Urschel (1971) , and Pearson et al. (1972) , who selected patients for operation with the object of avoiding unnecessary explorations and extended resections. These authors consider some extended operations to be without benefit as regards survival and to have additional operative risk.
Mediastinoscopy is a simple method of exploration of the superior mediastinum with minimal trauma through a cervical suprasternal incision. This method, introduced by Carlens (1959) , has been advocated for preoperative evaluation of patients with cancer of the lung by many European and American surgeons (Akovbiantz and Aeberhard, 1964; Girones, 1965; Maasen et al., mediastinoscopy is replaced by anterior exploration of the mediastinum (mediastinotomy), as advocated by McNeill and Chamberlain (1966) , Stemmer et al. (1965) , Evans, Hall, and Kent Harrison (1973), and Jolly et al. (1973) .
The purpose of this paper is to present our experience with mediastinoscopy and to compare it with the opinion of others. Mediastinoscopy was most frequently positive when the carcinoma was oat-cell, and anaplastic more frequently than squamous (Figure) .
Of the 52 patients with positive findings, only three were explored. In one an extended resection was possible and in the other two the carcinoma was not resectable. The remaining 49 patients were not submitted to surgery, 32 because of the type of nodal involvement (perinodal invasion and fixation to neighbouring structures) or the poor histological prognosis (oat cell). In 17 patients other criteria of inoperability were present; some were poor-risk patients.
Of 48 patients with negative biopsies, 41 were explored and seven were not. The carcinoma was confined to the lung in 15 cases. In 26, the carcinoma extended beyond the lung in spite of a negative mediastinoscopy. It was impossible to remove the tumour in seven cases, extended resection was necessary in 15, and non-curative resection in four cases (Table III) . Belcher's (1974) positive mediastinoscopies nine had normal tomograms. These conflicting views could be explained by differences in technique and interpretation of the tomograms. In our series, only 5% of patients with negative radiology had positive mediastinoscopy. We think that routine mediastinoscopy is unnecessary when the patient's radiographic findings do not show upper mediastinal node involvement. Conversely, negative mediastinoscopy is no guarantee that the tumour is confined to the lung (Table III) . In addition, the presence of involved mediastinal nodes is not for some surgeons a sign of inoperability.
In order to find the role of mediastinoscopy, in 1973 we circularized 83 thoracic surgeons in many countries. Forty-three (51%) answered the following questions:
Question 1: Do you use mediastinoscopy as a routine procedure in every patient before surgery, or only if radiology and other data suggest invasion of the mediastinal nodes? We obtained 43 replies to this question which are summarized (Table IV) .
Question 2: Do you consider the presence of subcarinal or paratracheal nodes a sign of inopera- Using mediastinoscopy it is obvious that a higher percentage of patients with a chance of cure will be operated upon. Mediastinoscopy improves the resectability rate and the five-year survival of resected patients. It is, however, not possible to improve the total survival of all patients with carcinoma by excluding potentially curable patients because of a positive node finding at mediastinoscopy. Otto et al. (1972) believe that the use of mediastinoscopy in assessing patients with lung carcinoma depends on the temperament of the surgeon. The more aggressive the surgeon, the more extensive will be the operations attempted, and the results of mediastinoscopy will be less important. Sarin and Nohl-Oser (1969) Kirsh recorded no survival without radiotherapy, but 20% with postoperative radiotherapy, for similar cases with mediastinal node metastases of various cell types. In patients with squamouscell carcinoma and involvement of the mediastinal nodes who received postoperative radiotherapy, the five-year survival rate was 29%. In patients with adenocarcinoma and positive mediastinal nodes treated by pulmonary resection and postoperative radiotherapy, the five-year survival ranged between 6 and 10%.
Pearson replied that in a few selected cases of squamous-cell carcinoma without perinodal invasion (but positive mediastinoscopy) preoperative radiotherapy was given. The five-year survival was 20%.
Bergh stated that the prognosis was much better in cases of intranodal involvement detected by mediastinoscopy than in cases of perinodal invasion. The three-year survival rate for the first group was 62 5%. No patient with perinodal growth was alive two years after the operation.
From these replies on the influence of node involvement on five-year survival and the published series of Caham et al. (1951) , Bergh and Larsson, (1971), Kirsh et al. (1972) , Larsson (1973) , and Abbey Smith (1974) 
